melaena on the day before admission. Her medication included ibuprofen for osteoarthritis. She was stable on admission; there was some tenderness in the epigastrium and right hypochondrium, but her abdomen was soft and bowel sounds were present. Haemoglobin was 13.9g/dL. On the day after admission, she had a further episode of vomiting without obvious blood. 48 h after admission gastroscopy revealed large quantities of retained secretions in the stomach. This was aspirated and no abnormality was seen in the oesophagus, stomach or duodenum to account for her haematemesis. Soon after gastroscopy, her abdomen and hernial orifices were re-examined and an irreducible right femoral hernia was detected. On the same night a loop of viable small bowel was reduced and the hernia was repaired. She subsequently made an uneventful recovery and returned home to an independent life.
melaena on the day before admission. Her medication included ibuprofen for osteoarthritis. She was stable on admission; there was some tenderness in the epigastrium and right hypochondrium, but her abdomen was soft and bowel sounds were present. Haemoglobin was 13.9g/dL. On the day after admission, she had a further episode of vomiting without obvious blood. 48 h after admission gastroscopy revealed large quantities of retained secretions in the stomach. This was aspirated and no abnormality was seen in the oesophagus, stomach or duodenum to account for her haematemesis. Soon after gastroscopy, her abdomen and hernial orifices were re-examined and an irreducible right femoral hernia was detected. On the same night a loop of viable small bowel was reduced and the hernia was repaired. She subsequently made an uneventful recovery and returned home to an independent life. COMMENT Femoral hernia accounts for about 20% of hernias in women and 5% in men. Female patients are frequently elderly. Of all hernias it is the most liable to become strangulated, mainly because of the narrowness of the neck of the sac and the rigidity of the femoral ring. In 20% of cases the condition is bilateral1.
The symptoms of a femoral hernia may be less pronounced than those of an inguinal hernia. A small femoral hernia can go unnoticed by the patient for years, coming to attention only when it strangulates.
Both the patients described here were admitted to medical wards because of the history of haematemesis. The inguinal orifices were not examined and the diagnosis was further delayed while they awaited upper gastrointestinal endoscopy.
A review of published work yields no reports of femoral hernia presenting with haematemesis. In these cases the blood loss, which was not severe enough to lower the haemoglobin, may have been the result of mucosal damage such as a Mallory-Weiss tear. In elderly patients, particularly females presenting with haematemesis, where vomiting is a predominant symptom, and in the absence of a significant drop in haemoglobin, the diagnosis of strangulated hernia must be thought of and excluded. Buerger's disease is a rare but well described cause of digital gangrene in smokers. Leucocytoclastic vasculitis is far more common, precipitated by a myriad of common infections. We report a patient who apparently had both.
CASE HISTORY
A man aged 60 reported foot pain at rest and a pruritic rash.
He was a smoker. The left little finger and the first, second and third right toes were ischaemic and he had a purplish macular rash on both shins. Dorsalis pedis pulses were absent on both sides. His erythrocyte sedimentation rate (ESR) was 84mm/h; laboratory screening for markers of vasculitis, connective tissue disorder and diabetes was negative. Femoral arteriograms showed normal vessels down to the ankle level, but the digital vessels were not visible. On renal angiography there was no evidence of polyarteritis nodosa, and an ultrasound scan of the aorta showed no aneurysm. Skin biopsy ( Figure 1 ) revealed dermal small blood vessels surrounded by a polymorphonuclear infiltrate, with nuclear debris in the background. Leucocytoclastic vasculitis was diagnosed.
He was treated with high-dose prednisolone and, despite advice to the contrary, continued smoking. The ESR became normal and the rash resolved. However, over the next six weeks the ischaemic digits became gangrenous and had to be amputated; these specimens were not examined histologically. The amputation sites healed after a protracted course.
The patient returned two years later with ischaemia of the left forefoot. There was again a purplish macular rash but ESR was only 4mm/h. Because of the history, steroids were restarted. The rash resolved but the foot ischaemia Departments of 'Surgery, 2Pathology, and 3Medicine, Queen Elizabeth II Hospital, Welwyn Garden City, Hertfordshire AL7 4HQ, England worsened, necessitating forefoot amputation. This did not heal while the patient continued to smoke, and within two weeks a left below-knee amputation had to be performed; this too failed to heal initially, with partial flap necrosis.
The turning point in the clinical course came when the patient completely abstained from smoking, whereupon the stump rapidly healed. This has remained healthy without further ischaemia for the two years of follow-up, during which he has refrained from smoking. At no time did he have evidence of superficial thrombophlebitis. On histological examination the amputation specimen (Figure 2 ) showed small and medium sized arteries and veins with acute and chronic inflammation. There was thrombosis and organization of vessels with adventitial and periadventitial fibrosis. The internal elastic lamina and media were preserved, with no aneurysms evident. These appearances are characteristic of Buerger's disease (thromboangiitis obliterans). COMMENT On first admission this patient clearly had a systemic vasculitis and he was appropriately treated with cortico-steroids. The failure of the digital ischaemia to respond, however, was perplexing since we assumed it to be caused by the same vasculitis. The histological diagnosis of leucocytoclastic vasculitis, while in keeping with the systemic illness, was insufficient to explain the worsening digital gangrene.
Buerger's disease was not initially thought of, largely because of the patient's age and its rarity'. It became apparent only on histological examination. In retrospect, however, the patient had several of the diagnostic features of Buerger's disease. He satisfied all McPherson's criteria2 except for superficial thrombophlebitis, and hence would have qualified for 'probable' thromboangiitis obliterans. The negative criteria of Mozes3 do not exclude the diagnosis of Buerger's disease, despite the late age of onset (60 years) and the fact that there was a concurrent systemic vasculitis. The combination of upper and lower extremity ischaemia in conjunction with the absence of vascular risk factors other than smoking would make the diagnosis 'probable' but not 'definite' by these criteria.
The critical aspect of the diagnosis is that cessation of smoking dramatically resolved the ischaemia. The histological findings were similar to Buerger's original description of the disease4. Cellular and humoral sensitivity to human type I and type III collagen have been reported as having diagnostic value5, but with limited specificity6. These tests were not performed in this patient.
The alternative diagnosis of polyarteritis nodosa was considered. However, against this was the absence of renal involvement, absence of hepatitis B antigenaemia, and the integrity of the vascular internal elastic lamina and media.
Several Pneumatosis coli is a descriptive term for the presence of multiple thin-walled submucosal gas-filled cysts in the colon. The aetiology of this condition is unknown. We present an unusual case with skip lesions. The discontinuous distribution of pneumatocysts in this patient may shed light on pathogenesis.
A man aged 65 presented with a 12-month history of intermittent constant lower abdominal pain, worse on the right side and at times severe, associated with vomiting. His bowels were normally open once or twice daily with the passage of a loose motion, and during the episodes of pain there was little alteration of his bowel habit, although on occasion he did have diarrhoea up to three times daily, with the passage of mucus per rectum. He maintained steady weight, with good appetite, and there were no other symptoms at presentation. His history included a perforated duodenal ulcer treated by a partial gastrectomy, and an appendicectomy. There were no abnormal physical signs when symptoms were present, and routine haematology and biochemistry were normal.
A barium enema showed filling defects in the sigmoid and transverse colon consistent with pneumatosis coli. These findings were confirmed at colonoscopy, and he was treated with 60% oxygen for 5 days, with symptomatic resolution. Over the next three years he had six further courses of oxygen therapy for symptomatic recurrence, all with temporary benefit.
In June 1995, a further episode of severe abdominal pain accompanied by the passage of loose stool with mucus and blood three times a day prompted a further colonoscopy. This again revealed pneumatocysts in the transverse colon and hepatic flexure; stricture formation prevented a complete examination.
After discussion with the patient, a subtotal colectomy with ileosigmoid anastomosis was performed. Macroscopically and histologically the colon was grossly abnormal, with three discontinuous areas of thickening, dilatation, and involvement of the wall with pneumatocysts in the ascending colon, splenic flexure, and proximal sigmoid colon (Figures 1 and 2) . However, intervening areas of the colon were histologically normal. The patient made a good postoperative recovery and was pain free thereafter. 
